99-a nigcymkoBa HaykoBa KOH(epeHLis NpodecopCbKO-BUKaAaLBLKOro nepcoHany
BYKOBMHCBLKOIO JEPXXABHOIMO MEONYHOIO YHIBEPCUTETY

failure, its lowest value was determined in the patients of 11 group — 2,1+3,23 points, which differed significantly from
the patients of the control group (p<0.05) and the patients of the | group (p=0.03).

The lowest level of self-service and independence of activity was detected in the patients with chronic HF and
diabetes mellitus type 2 {4,1£0,14 points), being significantly ditferent from the corresponding value in the group of
patients with heart failure of ischemic origin (6.3%1,11 peints, p<0,03), and the control group (9,4+0,62 points, p<0,03).
The work ability index was higher in patients of both experimental groups than in the patients of the control group.
Thus, both in the patients with isolated HF and in the patients with a combined course of chronic HF and diabetes
mellitus type 2 the difference between the corresponding values was statistically significant. same as compared to the
patients with the control group {2,5+0,60 points and 3,8+0.09 points to 5,4+ 1,08 points, correspendingly, p<0.05).

The level of interpersonal interaction and socio-emotional support was statistically significantly lower in
comparison with the control group only in the patients of 11 experimental group. The lowest value of this index in the
patients with chronic heart failure was statistically doubtful in comparison with patients of the control group.

The level of public support in the patients of [ experimental group was statistically unlikely lower than in the
control group {6,4+1,03 against 8,6+0,65 points, p=0,05). In the patients with chronic heart failure and diabetes mellitus
type 2, the following figure was 4,6=0.32 points, being statistically significantly different from the patients of the
control group (p<0.,03). The figure of the personal implementation was the highest in the patients of the control group
(7.4=0,64 points}. Due to chronic heart failure of ischemic origin its decreasing to 5,67+0.52 points was determined,
though we found no statistically significant difference comparing to the control group (p>0,05). The lowest level of
personal implementation was detected in the experimental [T group of patients with HF and DM type 2 {2,8+0.,40 points,
p=0,05 comparing with both control and [ group). The index of religious implementation was almost equal in all
investigated groups. Comparing with the control group overall perception of quality of life in patients with chronic heart
failure was lower by 23%, and in patients with heart failure and diabetes mellitus type 2 — by 42% correspondingly
{(p=10.05 in both cases).
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The condition known as “GERD™ is increasing worldwide, which isn’t surprising considering the number of
individuals suffering from chronic illnesses impacting gastric functioning. GERD stands for “gastroesophogeal reflux
disease”, which is generally chronic acid reflux. It is the most common gastrointestinal diagnosis in an outpatient care,
and its impact on healthcare cost is reported to be extremely high.

GERD can range from occasional discomfort to a more serious condition known as Barrett’s esophagus. The
degrees to which GERD can affect an individual’s quality of life is comparable to that of heart disease, diabetes, and
obesity. As with many chronic conditions, it is more closely related to other body systems than most physicians are
willing to recognize. Some experts consider GERD to be a red flag for a thyroid condition, and vice versa, vet
physicians usually don’t address the relationship between the two. Excess stomach acid is often considered the culprit.
When it comes to thyroid disease, it is easy for your thyroid doctor to focus selely on the hormone lab results and
overlook the importance of digestive health. Yet by recognizing the conditions together, one can make great strides in
overcoming them via individualized nutritional, hormonal and lifestvle moditications.

Common GERD triggers: chocolate, citrus, aleehol, fatty or fried foods, tomatoes, garlic, onion, caffeine, extra
weight, smoking, tight clothes, big meals. When it comes to the thyroid, vour thyroid doctor must understand the
importance of gut health in a treatment protocol. The majority of the immune system located in the gut, but the thyroid
relies on healthy gut bacteria to convert thyroid hormone Ty te active Tz as well. Another consideration is the close
relationship between stress, thyroid, and the digestive tract. Stress can contribute to intestinal permeability, which is
associated with autoimmune disease and symptoms that come with it.

An elimination diet can provide the first step towards improved gut health. Foods to eliminate for at least 2
weeks (4 is better) are: gluten, dairy, corn, soy, eggs, and yeast. Next, reintroduce them one at a time in 72-hgur
increments, while keeping a journal of how yvou feel afterwards. More nutritional and lifestyle modifications for GERD
and hypothyroidism: eliminate processed foods, sugar and identified food intolerances: avoid gluten: lose extra weight:
quit smoking: manage stress, i.e. meditation, yoga; thyroid support supplements i.e. vitamins A & D, selenium, and
zing; minimize exposure to chloride, fluoride, and bromide (avoid tap water). Remember; there is no “one-size-fits-all”
treatment.
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